Ucreatinine) in the urine issuing simultaneously from each ureter. We also suggested that routine performance of dehydrated-hydrated intravenous pyelography on all hypertensive patients would adequately exclude renal arterial stenosis as the cause of the elevated blood pressure. In the crucible of 1 year's time, these tenets have held. This paper extends these observations and appraises them more critically. It also describes a method whereby, without added discomfort to the patient, the difference in comparative Usodium/Ucreatinine ratio, in the presence of renal arterial stenosis, is greatly exaggerated by preceding the urine collection with a provocative infusion of hypertonic saline solution. comparative Usodium/Ucreatinine ratio, the dehydrated-hydrated intravenous pyelograms, and hippuran I131 renograms, aortography was permitted to be the final arbiter of the presence or absence of renal arterial stenosis.
For the sake of clarity and simplicity the comparative Usodium/Ucreatinine ratio is expressed as a 1:X ratio by dividing the smaller number into the larger. In the absence of renal arterial stenosis this ratio will be close to 1:1. In the presence of renal arterial stenosis, the urine from the involved kidney will be represented by the lower number, or by 1. Bilateral renal arterial-stenosis will be characterized by bilaterally low initial comparative Usodium/Ucreatinine ratios because both kidneys will behave as "hypotensive" kidneys. The ratio between the two will be as close to 1:1 as the equality of the stenosis permits. The studies are arranged according to the description of figure 1. Ucreatinine ratio would be in detecting this lesser lesion. That it might be so detected is implicit in the observations of Madeloff and associates,11 who found the percentage of filtered sodium excreted to be reduced by "twenty per cent or more in the presence of segmental ischemia." Since the "per cent E. F. sodium" is calculated by the formula U/Psodium/U/Pereatiniie,, the ratio between the "per cent E. F. sodium of each kidney and the Usodium/Ucreatinii,e of each kidney is mathematically identical. Recalculation of their presented data confirms this.
In the majority of patients, we now believe the provocative infusion of hypertonic saline solution to be the procedure of choice. In the occasional patient, particularly when the overall renal status is considered precarious, with nephrectomy a possibility, it is necessary to know the contribution of each kidney to the total renal function. We then prefer full inulin-PAH clearance, followed after the first three periods by a provocative infusion of hypertonic saline solution.
3. Dehydrated-Hydrated Intravenous Pyelography. In 1958, we 5 demonstrated that in the presence of unilateral renal arterial stenosis, the U/P inulin determination was invariably above one and always comparatively higher than it was in the urine coming from the hypertensive kidney. This reflects the insatiable thirst of the hypotensive kidney for water, even under conditions of maximum water diuresis. We' later, within the framework of the countercurrent theory of urinary concentration, explained why, under conditions of maximum water diuresis, the urine formed by the hypotensive kidney is, of necessity, small in volume and slightly concentrated. It 
